~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

July 12, 2019

Ms. Lynn Keyes, Manager
Lenny Burke's Farm, Inc.
Po Box 75

Woallingford, VT 05773

Dear Ms. Keyes:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 16, 2019. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

f il n)

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100. Initial Comments: - R100
An unannounced onsite re-licensing survey was
completed by the Division of Licensing and
Protection on 1/16/18. The findings are as
- follows.
R112 V. RESIDENT CARE AND HOME SERVICES R112
85=D :
5.2 Admission
' 5.2.d On admission each-resident shall be
- accompanied by a physician's statement, which
~ shall include: medical diagnosis, including :
psychiatric diagnosis if applicable,
' This REQUIREMENT is not met as evidenced ;
-1 2
' by. | CrarTy wile o
' Based on record raview and interview the facility : ' :
- failed to assure that newly admitted residents P(N') “'I\'S{r,) {\\@W @’\} Cal 4
- had, on or tefore admission, a physician's . _ 1‘&\&9\
. statement, which includes. medical diaghosis, i (/g,\,é Q\ 55}, ,\ﬁy)
“including psychiatric diagnosis if applicable for T .
- one of 3 residents reviewed (Resident #2). | CPMSELRS Y QRO
: Findings inciude: . r
oN T Samene o
Per record review, Resident #2 did not have an 1§ g b Congy (0
admission physician statement in the medical \S NW"%V o
 record. In interview the facility Manager confirmed W Lsyiwl WP
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Continued From page 1

accident are recorded at the time of occurrence,

- along with action taken;

This REQUIREMENT is not met as evidenced
by:

‘ Based on record review the facility nurse failed to
- assure that symptoms or signs of ilness or

- accident are recorded at the time of oceurrence,

. along with action taken for Resident #1. Findings
. include;

. Per record review Resident #1 fell while out
- walking in the yard on 12/18. The facility Manager’
' slated that, gt the time of the fall, sthe asked

about pain and had the resident move all limhs

- and assisted him to stand according {0 the
- Facility Manager. The fall was reported o the

facility nurse when it happened. The Manager
stated that the nurse did not come {0 the facility
on that day There are no nursing notes in the
record o indicate that the facility nurse conducted
an assessment following the incident or that there
was nursing follow up on the facility staff report,
in an intervigw on the afternoon of 1/16/2018 the
Manager confirmed that there are no further
nurses notes available other than those in the
reviewed record.

V. RESIDENT CARE AND HOME SERVICES

5.11 Staff Services

5.11.b The home must ensure that staff
demonstrate competency in the skills and
techniques they are expected 1o perform before
providing any direct care to residents. Thers
shall be at least twelve {12} hows of training each

| R150

T R179

year for each staff person providing direct care to
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residents. The training must include, but is not
limited to, the following:

(1) Resident rights;
{2) Fire safety and emergency evacuation;

- {3} Resident emergency response procedures,

: such as the Heimiich maneuver, accidents, police
or ambulance contdct and first aid;

. (4) Policies and procedures regarding mandatory

- reports of abuse, neglect and exploitation;

' {5) Respectiul and effective interaction with

; residents;

* {6) Infection control measures, inciuding but not

- Himited to, handwashing, handiing of linens,

: maintaining clean environments, blood borme

. pathogens and universal precautions; and

‘(7Y General supervision and care of residents.

This REQUIREMENT is not met as evidenced- !

by f

: Based on record review and interviews the facility |

" failed to assure that at ieast twelve {12) hours of §

¢ training e=ch year for each staff person providing

* direct care to residents was provided., The :
training must include, but is not limited {o, the
prescribed seven {7} mandatory inservices and
additional inservices applicable to residents
residing in the facllity. Findings include:

Per raview of inservice records for five (5)
randomly selected staff, for the year 2018, the
selected staff failed to complete the required
mandatony inservices as follows:

{1) Resident Rights: 1 of b did not complete;

{2) Resident emergency response procedures,
such as the Heimlich maneuver, accidenis, police
or ambulance contactand first aid:

4 of 5 staff completed a review of the Heimiich

- R179
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residents. The training must include, but is not
limited to, the foillowing: :
Ml n€ L
(1) Resident rights; LSO ¢

_{2) Fire safely and emergency evacuation,

‘ {3) Resident emergency response procedures,

- such as the Heimiich maneuver, accidents, police
© or ambulanca contact and first aid;

. reports of abuse, neglect and exploitation,

' (5) Respactful and effective interaction with

- residents;

- (6) Infection control measures, including but not

- limited to, handwashing, handling of linens,

: maintaining clean environments, blood borne
pathogens and universal precautions; and
(7) General supervision and care of residents.

© This REQUIREMENT is not met as evidencad

by

- Based on record review and interviews the facility

" failed to assure that at least twelve {12) hours of

 training each year for each staff person providing

: direct care to residents was provided. The
training must include, butis not fimited to, the
prescribed seven (7) mandatory inservices and
additional inservices applicable to residents
residing in the facility. Findings include:

Per review of inservice records for five (5)
randomly selected siaff, for the year 2018, the
selected staff failed to complete the required
mandatory inservices as follows:

(1) Residen: Rights: 1 of 3 did not complate;
(2} Resident emergency response procedures,
such as the Heimiich mansuver, ac
or ambulance contact and first aid:
4 of 5 staff completed a review of the Heimlich

(4) Policies and procedures regarding rmandatory

cidents, police ;
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Maneuver,

. {3) Policies and procedures regarding mandatory -
reports of abuse, neglect and exploitation: No

¢ indication of staff completion; '

 {4) Respectful and effective interaction with

| residents: No indication of staff completion;

| {5) General supervision and care of residents

~ {mouth and skin care) 4 completed and 1 did not.

- Additionally there is no evidence found of the 12
- hours of training, no information regarding how
- fong the face to face inservices lasted, or how

: self-studies time was determined. Per interview
- on 1/15/19 at 3:30 PM the current Manager
confirmed that there was no further information
i regarding the 2018 education.
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)equired training yearly.

-ire safety
Residents rights

Resident emergency response procedures Heimlich maneuvers, accidents,
solice, ambulance contact and first aid

Jolicy and précedures for abuse, neglect and exploitation
Respectful and effective interactions
infection control measures

General supervision

Make sure all staff have 12 hours of training
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